Chronic wounds are a significant problem in Australia. The health care-related costs of chronic wounds in Australia are considerable, equivalent to more than AUD $3.5 billion, approximately 2% of national health care expenditure. Chronic wounds can also have a significant negative impact on the health-related quality of life of affected individuals. Studies have demonstrated that evidence-based care for chronic wounds improves clinical outcomes. Decision analytical modelling is important in confirming and applying these findings in the Australian context. Epidemiological and clinical data on chronic wounds are required to populate decision analytical models. Although epidemiological and clinical data on chronic wounds in Australia are available, these data have yet to be systematically summarised. To address these omissions and clarify the state of existing evidence, we conducted a systematic review of the literature on key epidemiological and clinical parameters of chronic wounds in Australia. A total of 90 studies were selected for inclusion. This paper presents a synthesis of the evidence on the prevalence and incidence of chronic wounds in Australia, as well as rates of infection, hospitalisation, amputation, healing, and recurrence.
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| INTRODUCTION
Chronic wounds are defined as wounds that have failed to heal or to reach anatomic and functional integrity. 1, 2 There are four categories of chronic wounds, each with differing aetiologies: arterial ulcers (AUs), diabetic foot ulcers (DFUs), venous leg ulcers (VLUs), and pressure injuries (PIs). All categories are a significant problem in Australia. The costs of chronic wounds in Australia are considerable, equivalent to more than AUD $3.5 billion, approximately 2% of national health care expenditure. 3 Chronic wounds can also have a major negative impact on the health-related quality of life (HRQoL) of affected individuals. [4] [5] [6] [7] [8] Studies have demonstrated that evidence-based care for chronic wounds improves clinical outcomes 9, 10 and is costeffective. [11] [12] [13] [14] However, economic models have been complicated by problems with input data. Decision analytical modelling is an approach for economic evaluation that ideally uses evidence from randomised controlled trials and other high-quality sources. 15 The findings should provide evidence to support or reject a practice change against the criterion of value for money. 16 Epidemiological and clinical data on chronic wounds are required to populate decision analytical models about the cost-effectiveness of alternate models of care for chronic wounds. 17 The identification and synthesis of evidence to populate decision analytical models should emerge from a systematic review of the literature. 18 Although epidemiological and clinical data on chronic wounds in Australia-including on prevalence and incidence, as well as rates of infection, hospitalisation, amputation, healing, and recurrence-are available, these data have yet to be summarised in a reproducible review. In current economic evaluations of evidence-based care for chronic wounds in Australia, values for these parameters originate from sources of varying quality, from small quasiexperimental studies to expert opinions. In many cases, key values are derived from studies published in other countries and from older studies that lack relevance to the current health context.
To address this and clarify the state of the existing evidence, we conducted a systematic review of the literature on key epidemiological and clinical parameters of chronic wounds in Australia. Our aims were: to identify sources of primary data on the key epidemiological and clinical parameters for chronic wounds in Australia and to identify the knowledge gaps in the evidence that need to be addressed. Apart from informing economic modelling, such an integrated summary will have both clinical and public health applications. To the best of our knowledge, this review is the first to summarise the evidence on key clinical and epidemiological parameters relating to chronic wounds in Australia.
| METHODS
The review was conducted according to the guidelines recommended by the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement 19 (Supporting Information Appendix S1).
| Search strategy
Searches were conducted on the electronic databases CINAHL, Cochrane Library, EMBASE, PubMed, and Scopus up to May 2, 2017. Information on the search strings used is available in the review protocol (Appendix S2). In addition to the database searches, other sources were identified by searching official websites (such as the Australian Bureau of Statistics [ABS] and Australian Institute of Health and Welfare [AIHW] ) and contacting various experts in the field. The reference lists of selected studies were screened for other relevant studies. Additional studies and doctoral theses were also identified through direct contact with authors.
| Inclusion and exclusion criteria
Criteria for inclusion and exclusion were defined prior to conducting the searches (Appendix S2). Sources were only included in the review if they were published, and if they reported primary data, and if they related to any chronic wound type(s) (AU, DFU, PI, VLU), and if they measured any of the outcome(s) of interest (prevalence, incidence, rates of infection, hospitalisation, amputation, healing, and/or recurrence), and if they were conducted in Australia. Studies reporting wound types discretely and in combination were considered for inclusion. Studies conducted using routinely collected health data as well as epidemiological studies on chronic wounds were considered for inclusion. Sources were limited by language (English). For relevancy in reporting, sources were also limited by date (January 1, 1990 to May 2, 2017 inclusive).
| Screening
The sources retrieved were screened by title and abstract; those that appeared to meet the inclusion criteria were then retrieved and read in full. Two researchers (L.M. and S.R.) independently assessed the sources for eligibility. Where disagreements occurred, reviewers discussed these with the study's primary investigator (R.P.) to reach consensus.
| Quality assessment
The quality of the selected sources was assessed using a tool designed to assess the risk of bias in population-based prevalence studies, 20 which was modified for our study (Appendix S2).
| Data extraction
A data extraction tool was developed by the research team to extract 10 data items about key features of the studies, including publication details, setting, design, sample, instrument, and parameters of interest (Appendix S3). Data were extracted collaboratively by two researchers (L.M. and S.R.). Two researchers (L.M. and S.R.) independently evaluated each of the sources for quality (Appendix S4). Again, disagreements were resolved through discussions with a senior team member (R.P.) until consensus was reached. The total quality score for each study was the sum of the scores for each individual assessment item. This was converted to a
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• this summary of the evidence is important in populating decision analytical models to inform the best practice evidencebased management of chronic wounds proportional quality score (the total quality score divided by the maximum score possible expressed as a percentage). A source received an unfavourable rating on any quality evaluation question where there was insufficient information reported within it to answer the evaluation question with confidence. 20 
| RESULTS
Of 1274 records screened, 90 studies met the criteria for inclusion (Figure 1) .
A summary of study characteristics for each of the 90 studies selected for inclusion is presented in Appendix S3. The studies were published from 1991 21 to 2016 [22] [23] [24] [25] [26] [27] inclusive. Cohorts from all six states and two territories in Australia were included in at least one study. Studies included in qualitative synthesis (n = 90)
The PRISMA flowchart illustrating study selection people with all types of wounds (including chronic, surgical, and traumatic wounds) and reported this to be 2.6%. 37 Several studies reported on the prevalence of DFUs in all people with diabetes [38] [39] [40] ; this ranged from 1.2% 38 to 2.5%. 40 Prevalence of DFUs was reported to be 1.0% in the first year of diabetes diagnosis. 40 One study found that, of people with diabetes-related foot complications, 32.6% had a DFU specifically. 41 Other studies reported that diabetes mellitus was found in 48.5% 28 to 85.0% 42 of people with foot ulcers.
| Venous leg ulcers
Most of the studies on VLUs reported prevalence. Some measured prevalence in people with lower-extremity ulcers specifically. 9, [28] [29] [30] [31] [32] [33] [34] [35] 43 Prevalence of VLUs as a primary cause of ulceration in this population ranged from 1.0% 35 to 70.5%. 34 Two studies measured prevalence in people with all types of wounds (including chronic, surgical, and traumatic wounds); the prevalence of VLUs as a primary cause of ulceration in this population was reported to be between 3.1% 37 and 53.1%. 36 In a large, population based study in Perth, prevalence in people ≥60 years was 3.3 per 1000. 21 
| Pressure injuries
Most of the studies on PIs reported prevalence. Some measured the prevalence of PIs in acute health care facilities (eg, hospitals). Some larger studies involved a mix of acute and nonacute health care facilities 26, 74 ; these measured the prevalence of PIs to be between 9.1% 26 and 12.5%. 74 In people in acute and non-acute health care facilities who were classified as malnourished, the prevalence of PIs was measured at 31.5%. There were two studies that included a multi-state cohort 43, 103 Pressure injuries (PIs) 52 Many of the studies that measured PI prevalence in health care facilities reported on rates of health care-, versus community-, acquired PIs. 24, 26, 47, 50, 53, 54, 60, 64, 66, 76 One study found the prevalence of PIs on admission to hospital to be 4.9%, versus prevalence at discharge of 5.7%. 77 Another study measured the prevalence of medical device-related PIs in acute health care settings specifically to be 6.1%. 76 Most of the studies that measured PI prevalence in acute and non-acute health care facilities also reported on PI staging. 24 80 One study measured prevalence in people with lower-extremity ulcers in the community specifically, 5.0%. 43 Other papers reported on prevalence in people with wounds generally (including chronic, surgical, and traumatic wounds) 30, 36, 37 ; prevalence of PIs as a primary cause of ulceration in this population ranged from 6.0% 30 to 11.0%. 37 It is important to acknowledge that some of the health care facilities involved in the above studies had PI improvement initiatives in place, whereas others did not. Several studies reported on declines, often significant, in PI prevalence as a result of such interventions. 53, 56, 57, 59, 60, 65, 70, 71, 75, 79, 83 For these studies, baseline (pre-intervention) PI prevalence is reported above.
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| Leg ulcers
Some studies reported prevalence in people presenting to community health care services 31, 43, 84, 85 ; prevalence was reported at 1.1 84 to 7.0 43 per 1000 patient encounters and at 0.1% 31 and 0.3% 85 of all patient encounters. Prevalence was estimated at 5.9 per 1000 in people aged ≥60 years, 21 at 0.6% in people aged ≥65 years, 31 and at 24 per 1000 in people aged ≥75 years. 43 Among people presenting to a community health care service with a wound (including chronic, surgical, and traumatic wounds), 48.2% had an LU. 29 Two studies measured the prevalence of LUs in hospitalised patients; prevalence ranged from 2.3% 61 to 2.8%. 74 One study reported the prevalence of all-cause foot ulcers among hospitalised patients; 9.8% of people reported having a previous foot ulcer, and 6.3% were found to have a current foot ulcer. None of the studies on AUs reported incidence.
| Diabetic foot ulcers
Some of the papers on DFUs reported incidence. One study reported that 6.3% of people with diabetes mellitus developed a new DFU in a 3-month study period. 86 Another study found that 34.2% of people developed a new DFU in the study period, but this was a short report, and the study period was not specified. 87 Another paper found that 6.3%
of people with diabetes mellitus and neuropathy developed a DFU, compared with 0.5% of people with diabetes mellitus but without neuropathy. 88 An Australia-wide retrospective cross-sectional population survey found that 19.6% of people with diabetes mellitus had clinical features, which placed them "at risk" of developing a DFU 89 ; however, this paper did not measure or estimate how many of these people actually developed a DFU.
| Venous leg ulcers
None of the studies on VLUs reported on incidence. 78 One study estimated the risk of developing a healthcare-associated PI in a hospital to be between 9.8% and 12.0%, equating to 7.2 to 7.6 per 1000 bed days. 64 
| Pressure injuries
| Leg ulcers
None of the studies on LUs reported incidence. One paper found that 16.7% of the people with AUs showed signs of infection; however, this equated to just 1 of 6 people with AUs included in the study. None of the studies on AUs reported rates of hospitalisation.
| Diabetic foot ulcers
One paper found that an infected DFU was the primary cause of hospitalisation in 79 admissions per 100 000 person-years. 95 This study also reported that the median duration of hospital stay once admitted with DFU-related complication(s), and particularly infection, was 29.0 days.
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Another study measured the incidence of first-ever hospital admission for DFU to be 5.21 per 1000 patient-years. 38 Another study found that 1.8% of people with diabetes mellitus had been hospitalised for complications related to a DFU. 39 
| Venous leg ulcers
One study reported that 6.0% of people with VLUs were admitted to hospital because of failure of the wound to heal and/or wound deterioration. 32 
| Pressure injuries
None of the studies on PIs reported rates of hospitalisation; rather, reporting focused on mean length of hospital stay. One study found that the mean length of hospital stay for general medical and surgical patients who developed a PI was 61.1 days. 65 None of the studies on AUs reported on rates of amputation.
| Diabetic foot ulcers
Several studies on DFUs reported on rates of DFU-related amputation. 22, 92, [95] [96] [97] [98] The studies measured rates of ≥1 minor amputation (below the ankle), ranging from 2.1% 92 to 36.5%, 96 and rates of ≥1 major amputation (above the ankle), ranging from 0.5% 92 to 23.0%. 96 One study found that, in people who had one minor amputation for a DFUrelated complication, 26.0% also had at least one subsequent minor amputation, and 18.5% had at least one subsequent major amputation. 95 One study reported that DFU was a significant independent predictor of first-ever lower-extremity amputation in people with diabetes mellitus (hazard ratio [95% CI]: 5.56 [1.24-25 .01]). 97 Another found that DFU was the major cause of amputation in 17.2% of all amputations performed in a major metropolitan hospital in a 2-year period. 99 Another study concluded that, of the 7.0% of people with diabetes mellitus who experienced an amputation (minor or major), 34.0% were the direct result of a DFU. 98 
| Venous leg ulcers
None of the studies on VLUs reported on rates of amputation.
| Pressure injuries
None of the included studies on PIs reported on rates of amputation.
| Leg ulcers
One study found that, among people with LUs receiving standard care, 13.9% 35 had an amputation.
| Healing 3.6.1 | Arterial ulcers
Three studies reported on median time to healing for AUs. One study reported that 33.3% of AUs healed in ≤12 months. 36 In another study, median time to healing of AUs was measured at 107.0 days. 37 In a third study, data on median time to healing were presented graphically and could not be quantified. 
| Diabetic foot ulcers
The studies on DFUs reported healing in a variety of ways. Some measured healing in a given period. One study reported that 74.8% of DFUs in people receiving standard care healed in ≤28 days. 100 Another study found that 47.0%
of DFUs healed in 12 weeks, and 72.0% healed in 20 weeks. 41 Three studies reported median time to healing for DFUs in people receiving standard care, 37,41,42 ranging from 6.0 42 to 15.7 weeks. 41 In one study, time to healing for DFUs was presented graphically and could not be quantified. 9 
| Venous leg ulcers
The studies on VLUs also reported healing in a variety of ways. Some reported healing in groups receiving standard care-at ≤12 weeks, 93 Other studies reported healing of VLUs in comparison groups receiving different specialist interventions-for example, three-layer versus four-layer compression bandaging (72.0% vs 84.0% healing in 24 weeks), 106 and with different types of dressings, ranging from 58.7% to 86.0% in 9 months.
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One study found the median time to healing for VLUs to be 63.9 days. 37 In one study, time to healing for VLUs was presented graphically and could not be quantified. 
| Pressure injuries
The papers on PIs reported healing in a variety of ways. One study found that the average time to healing of a PI was 57.9 days; the average time to healing for Stage I PIs was 45.6 days, Stage II PIs was 56.5 days, Stage III PIs was 58.9 days, and Stage IV PIs was 58.3 days. 37 Another study reported that, among people presenting to a community wound clinic with a PI, 100.0% had healed in ≤12 months. 36 A third study found that, with an intensive nutrition intervention, 58.1% of malnourished people with a PI healed within the period of their hospital admission, with length of admission averaging 14.0 days. 34 In a control group, mean rate of healing by ulcer area was reported to be 6.3% per week. 35 The mean duration of LUs prior to healing among the people participating in one study was reported to be 9.0 years. None of the studies on AUs reported rates of recurrence.
| Diabetic foot ulcers
One study found that 3.6% of people who presented to a health care service with a DFU had had at least one previous DFU. 92 Another study reported a 37.0% rate of recurrence. 42 
| Venous leg ulcers
The studies on VLUs defined and measured rates of recurrence in multiple ways. In most studies, recurrence was defined as a new ulcer developing after the patient healed and could be on the other leg or in another location. Some measured the number of people with a current VLU who reported a previous VLU 21, 93, 94, 108 ; this ranged from "half", assumed to be 50.0%, 108 
| Pressure injuries
None of the studies on PIs reported rates of recurrence.
| Leg ulcers
One study found that 65.0% of people who presented to a community health care service with an LU had at least one previous LU. 28 
| Study quality and risk of bias
Appendix S4 describes the quality assessment and scoring results for each of the studies selected for inclusion. Overall quality scores ranged from 30% to 90%. Of the 90 included studies, 4 scored 90% 27,51,61,66 ; we concluded that these studies had relatively high internal and external validity, and risk of bias was considered minimal in these studies. Twenty-two of the studies scored ≤50% in terms of quality; we concluded that risk of bias was relatively high for these studies, particularly regarding representativeness of the study population, selection bias, non-response bias, and lack of use of an acceptable case definition. The quality of the included studies was moderate, with an average quality score of 64%.
| DISCUSSION
To the best of our knowledge, this is the first review of published studies reporting on the prevalence, incidence and rates of infection, hospitalisation, amputation, healing, and recurrence of chronic wounds in Australia. A total of 90 studies were included. A key finding to emerge from this review is that all types of chronic wounds-AUs, DFUs, VLUs, and PIs-are highly prevalent in Australia. There was a considerable amount of data on the prevalence of all wound types in a variety of cohorts. However, of the studies selected for inclusion, most were published prior to 2010 and were not representative of the Australian population. Given population ageing and the obesity epidemic, the prevalence of chronic wounds has probably increased in recent years. Prevalence was reported in specific populations-for example, in people with lower-extremity ulcers, people presenting to community wound services, people admitted to hospital, and people with comorbidities such as diabetes mellitus. None of the studies selected for inclusion gave an estimate of the prevalence of chronic wounds in the general Australian population. As a result, it remains difficult to estimate the number or people currently affected with chronic wounds in Australia.
It is interesting to compare our findings about the prevalence of chronic wounds in Australia-a key parameter for economic modelling-with the international literature. A recent literature review involving 69 international studies 110 returned the following findings:
| Arterial ulcers
Internationally, the prevalence of AUs in the community was 0.02% to 0.35% 110 (compared with our finding of 3.0% to 19.0% in people with lower-extremity ulcers and 0.7% to 10.9% in people with wounds generally). This review supported our finding of a paucity of evidence on the prevalence (and incidence) of AUs. 110 
| Diabetic foot ulcers
Internationally, the prevalence of DFUs in acute health care facilities (eg, hospitals) ranged from 1.2% to 20.4%, and in non-acute health care facilities (eg, residential aged care settings), it ranged from 0.02% to 9.0% 110 (compared with our finding of 2.5% to 12.0% in people with lower-extremity ulcers and 2.6% in people with wounds generally).
| Venous leg ulcers
Internationally, the prevalence of VLUs in acute health care facilities (eg hospitals) was 0.05%; in non-acute health care facilities (eg, residential aged care settings), it was 2.5%; and in the community, it ranged from 0.05% to 1.0% 110 (compared with our finding of 1.0% to 70.5% in people with lower-extremity ulcers and 2.3% to 53.1% in people with all types of wounds).
| Pressure injuries
The prevalence of PIs in acute health care facilities (eg hospitals) ranged from 1.1% to 26.7% 110 (compared with our finding of 0.2%-29.6%); in people receiving intensive care, it ranged from 13.1% to 28.7% 110 (compared with our finding of 11.5%-50.0%); and in non-acute health care facilities (eg residential aged care settings), it ranged from 7.6% to 53.2% 110 (compared with our finding of 0.03%-25.9%). The same problem we encountered with reporting prevalence-as noted above, that this was population-specific-was also found regarding incidence. Again, there was a considerable amount of data on the incidence of all wound types, in a variety of cohorts; however, incidence was typically reported in specific populations (such as those listed above). Aside from one study that provided an estimated risk of developing a health care-associated PI during a hospital admission, 64 none of the studies reported incidence rates of PIs in the Australian general population. In addition, incidence was measured over a variety of time frames, making comparison with the international literature review described above 110 difficult. There were some difficulties with determining the difference between incidence and recurrence; in all instances, we used the same terminology as the study authors. This review also returned important findings in relation to the clinical outcomes of interest-rates of infection, hospitalisation, amputation, healing, and recurrence. The literature selected for inclusion reported highly variable rates of infection for most chronic wound types; this was possibly because of problems with the definition and diagnosis of "infection," discussed later. For most chronic wound types, rates of hospitalisation were relatively low; however, once a person was admitted to hospital for complications associated with a chronic wound, or if they developed a chronic wound whilst hospitalised (eg, a PI), their length of stay was likely to be considerable.
Rates of amputation were relevant mainly to DFUs, and the rates of both minor and major amputation for people with this type of chronic wound were high. There was a considerable amount of data on rates of healing for all wound types, and again, this was highly variable; this was possibly because of problems with treatment and confounding factors affecting the rates of healing, again discussed later. Finally, there were limited data on recurrence, but available data suggest that the risk of recurrence is high for DFUs and VLUs in particular.
Although some data were available on a few parameters for all chronic wound types-AUs, DFUs, VLUs, and PIsin the studies selected for inclusion, there was a particularly large amount of data on PIs. Indeed, 60% of the studies identified for inclusion (n = 52) reported on PIs. There were a moderate number of studies on VLUs (n = 24) and DFUs (n = 23) but a relative paucity of data on AUs (n = 11). This is an important finding considering this review suggests that AUs are not significantly less prevalent than DFUs, and perhaps VLUs, by some measures. The apparent paucity of literature on AUs may also be related to the inconsistencies, and lack of clarity, in defining different ulcer types, particularly distinguishing between AUs and VLUs.
This review also found an absence of data for a number of key clinical outcomes. There were no data reported in the studies selected for inclusion on the rates of infection in PIs; rates of amputation in AUs, VLUs or PIs; and rates of recurrence in AUs and PIs. Of note was the limited data available on rates of hospitalisation because of complications for specific types of chronic wounds. This represents an important gap in the existing knowledge and a possible focus for future Australian research.
As noted, the majority of studies were small local (singlesite) or slightly larger regional (multi-site) studies. There were only a few state-wide studies, fewer multi-state studies, and two nation-wide studies 43, 89 identified. Most studies included small cohorts from specific locations-often, a single or small group of health care facilities-limiting generalisability. This is particularly problematic as the quality assessment indicated that the likelihood of non-response bias and selection bias in many of the studies was high. The few larger studies also had limitations. The state-wide and multi-state studies focused on New South Wales, 26, 43, 65, 68, 71, 72 Queensland, 24, 42, 49, 65 South Australia, 71, 72 Victoria, 49, 65, 66, 71, 72, 94 and Western Australia, 40, 61, 65, 71, 72, 74 with the less-populated states and territories of Tasmania, the Northern Territory, and the Australian Capital Territory nearly entirely overlooked. In addition, two nation-wide studies that were included had significant limitations. The first did not directly measure any of the outcomes of interest for this review but instead reported on the concept of people with diabetes mellitus "at risk" of developing a DFU. 89 The second was reported as a conference abstract only. 42 
| STUDY LIMITATIONS
The findings of this systematic review should be interpreted in light of a number of limitations of our review. There were significant problems with how the different chronic wound types (AU, DFU, VLU, and PI) were defined in the studies. Some used clear definitions of wound types-based on an international consensus definition (eg, those contained in a reliable and valid assessment tool) or clear diagnostic criteria-but many did not. This made it difficult to determine the accuracy of outcomes reported about a particular wound type. This was especially problematic in the retrospective studies, where it was typically difficult to determine how chronic wounds were assessed, their aetiology diagnosed, and if this was a standardised process for all participants included in the study. These studies frequently received low-quality scores for this reason. There were also problems with the definitions used by the small number of studies that considered "leg ulcers" a group; some of these studies included in their definition of "leg ulcers" other types of wounds such as skin tears, burns, and malignancies. Again, for this reason, these studies typically received relatively low-quality scores.
Many of the studies used non-standardised definitions for the other key outcomes-in particular, for wound infection and also for hospitalisation, healing, and recurrence. This led to outcomes being measured in different ways-for example, hospitalisation may have been measured as rate of hospital admission or length of stay. Similarly, recurrence may have been measured as recurrence of a known wound or history of previous chronic wound(s) of the same aetiology as the current wound. Non-standardised definitions also resulted in variability in outcomes between studies-for example, the two studies reporting on rates of infection in VLUs, which included comparable cohorts and involved similar research methods, reported highly discrepant rates of infection: 5.9% 93 and 58.1%. 94 Different definitions precluded a meta-analysis and resulted in difficulties reporting results in meaningful ways.
There were also problems with the way in which healing was measured and reported in many of the studies. Some studies compared rates of healing in standard care (control) against specialist care (intervention) groups, but many did not. A large number of studies reported "healing" without specifying the treatment(s), if any, used on the wound. This outcome was therefore highly exposed to confounding and difficult to report with accuracy.
A number of studies on DFUs originally identified for inclusion in the review [111] [112] [113] were subsequently excluded because they grouped DFUs with other diabetes-related foot complications-for example, peripheral neuropathy, peripheral vascular insufficiency, cellulitis, Charcot arthropathy, or osteomyelitis. When reporting on outcomes such as amputation, it was not possible to determine in these studies if amputation was because of a DFU specifically (as per our inclusion criteria) or other diabetes-related foot complications more generally or even a combination of both. For this reason, these studies were excluded. There were also some limitations with the review process that must be acknowledged. A limited number of databases were searched, and it is possible that sources, including grey literature, published elsewhere were missed. The data extraction tool was not validated. Although three researchers were involved in the assessment of the study quality process (LM, SR, RP), only one (LM) conducted the final synthesis of the data, and no rigorous inter-rater checks were conducted.
| CONCLUSION AND RECOMMENDATIONS
In this paper, we have presented the method and findings of a reproducible literature review regarding evidence on important epidemiological parameters of prevalence and incidence and key clinical parameters of rates of infection, hospitalisation, amputation, healing, and recurrence of chronic wounds in Australia. We demonstrate that there are large gaps and limitations in the existing evidence. The knowledge gaps in some key parameters need to be addressed as a matter of urgency. The effective implementation and evaluation of evidence-based wound care depends on the availability of reliable and comparable information, and as better-quality evidence becomes available, future economic modelling will be more accurate and reliable.
We recommend targeted primary research to establish the epidemiological profile of chronic wounds in Australia.
A nationally representative prevalence survey should be conducted at regular intervals and in line with international best practice to identify the baseline prevalence and size of the problem in Australia. In addition, a national wound registry should be established to provide real patient data on clinical wound outcomes and facilitate comparative effectiveness research to identify patients needing advanced treatment. For this to be achieved, a number of barriers to collaboration between sectors must be overcome-including establishment costs and jurisdictional funding issues, sensitivities around data sharing, and the challenge of the sustainability of chronic wound services. 
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